SUMMARY
The aim of the research was to identify mothers' resolution regarding their child's diagnosis of cerebral palsy, in particular nonresolution. Maternal resolution of diagnosis was assessed using the Reaction to Diagnosis Interview and the Reaction to Diagnosis Classification System. In addition to the main classification of Resolved

INTRODUCTION
The birth of a child is normally welcomed with eager anticipation. As parents make preparations for the birth of their child, they may wonder not only about the gender of the child, their child's eye color, or appearance, but they may hold optimistic expectations of how their child will become and how successful they will be as parents (Orme, 2005 ; Leerkes & Burney, 2007) . However, some children turn out to be affected by serious and irreversible conditions, potentially limiting the development of their abilities (Schuengel et al., 2009 ). Cerebral palsy (CP) is among the most prevalent of such conditions, affecting about 2-3 in every 1.000 live born children (Savić & Mikov, 2007) .
Circumstances and the exact time that the parents first find out of the child's diagnosis vary. Children with Down syndrome are almost always identified within hours of birth and the condition is clear even if the prognosis is variable. For children with conditions such as CP, autism or muscular dystrophy, the process of detection is, however, much less certain (Hedderly et al., 2003) . A critical time for parents who have a child with a disability is when they are first told of their child`s condition (Howe, 2006) . Parents report this to be a period of crisis, the family`s routines are disrupted, expectations for the child may be limited, parents may feel guilty or may search for a reason or cause, and their sense of themselves as effective nurturers and protectors is challenged Parents associate learning of their child`s diagnosis such as CP with a sense of loss or trauma, and report grief reactions similar to individuals who experience the loss of someone through death (Blacher, 1984) . Sometimes the grief process is hard to determine. One of the complications is to identify whom the parents are grieving. Physically, their baby is not lost, he or she is right there with them. Instead, these parents are grieving the loss of the perfect child they had expected and that never came (Moses, 1988 according to Barnett et al., 2003) .
While this grief process includes shock, denial, guilt, anger, shame, and depression, it is important to note that the sequence of these processes may not be linear in nature or complete within each stage (Orme, 2005) . The sadness that the parents are experiencing is long lasting and it is hard to imagine a complete acceptance of the child's condition, without any regrets over what they are going through, in a way to leave the past behind. But, if an extremely intense sorrow lasts long and a parent keeps coming back to it, parenting becomes seriously shaken. Namely, while parents are likely grieving the loss of the healthy child that they had expected, they are continuously confronted with the disabled child who likely needs a great deal of attention and therefore fails to respond sensitively to their child's needs (Kearney et al., 2011) .
Professionals working in the field of developmental disabilities have firsthand knowledge of parents` reactions to their child`s diagnosis of a disability such as CP, and there are many stories regarding how a parent discovers that his/her child has a CP. The personal stories have led professionals to research mothers` abilities to accept their children`s diagnoses and form strong mother-child attachments necessary for normal healthy development (Orme, 2005) .
During the course of adapting to the child's condition and accepting it demands are placed upon the parent to process the experience both cognitively and emotionally. Cognitively, parents must come to understand the meanings and implications of the diagnosis for themselves and their child. They must accurately process information about their child and their child's condition. Emotionally, parents must experience, accept, and express feelings of disappointment, sadness, grief, anger, and guilt that understandably may accompany the news that their child has a serious disability (Barnett et al., 2003) . Recognizing a parent`s ability to move past the grief appears to be an important factor to consider when thinking about parental adjustment. The mother`s ability to shift psychologically and recognize this shift, rather then remain stuck in the moment, may enable her to similarity adjust her behaviors with her child. Mothers who are unable to emotionally accept their family`s situation may have more difficulty becoming attuned to their children`s needs (Wachtel & Carter, 2008) .
In addition to examining parental mental health, investigators have studied the degree to which parents of children with disabilities have resolved their feelings associated with diagnosis, a concept labeled "resolution of diagnosis" by Pianta and Marvin (1993) . They define resolution as a focus on the present, and acceptance of the child's condition and reality and limitations placed on the child, a forward looking orientation to the child's condition, accurate representations of the child and the experience of the diagnosis and some acknowledgement that there has been change since the period of diagnosis (Pianta & Marvin, 1993 ). This is not meant to imply that resolution is ever complete. Most resolved parents report at least occasional recurrences of grief, fantasized cures, and so on, especially around holidays and times when certain developmental milestones would otherwise have been expected . Unresolved reactions to the diagnosis however showed themselves as thoughts and feelings regarding the diagnosis and care-giving which might interfere with comfortable interaction with the child, included distorted views on the child, emotional removal from the experience, and continued search for reasons.
Evidence suggests that there is a considerable variation in how mothers adapt to stressors and demands imposed by rising a child with CP (Raina et al., 2005) . Research has demonstrated that mothers who have a difficult time accepting their child`s diagnosis also have problems with their relationships with these children . Being unresolved is also confirmed to have negative consequences on the mother herself, because unresolved mothers of children with CP experience higher levels of parenting stress and lower levels of social support, negative feelings about parenting and marriage and their partners report on lower levels of marital satisfaction (Sheeran et al., 1997; Milhstein et al., 2010) . In addition, mothers who are classified as unresolved are more likely to have insecurely attached children in comparison to mothers classified as resolved, thus revealing the importance of parental resolution for children`s developmental outcomes (Barnett et al., 2006) . Marvin and Pianta (1996) proposed that attachment theory might provide a framework for conceptualizing the different reactions among parents to a diagnosis of chronic disability in their child. Parental failure to grieve or resolve the trauma of receiving that diagnosis could interfere with sensitive care-giving during infancy and early childhood, leading to an increased risk for an insecure attachment. Attachment theory would suggest that, to the extent that a mother is unable to move past the crisis of diagnosis, reorient to the present reality, and change perceptions of both self and offspring accordingly she would be considered unresolved with respect to the diagnosis of CP. Unresolved mothers find it difficult to meet the child's needs. This difficulty could take many forms, such as the following: misinterpretation of the child`s cues; relative lack of comfort interacting with the child in close, intimate physical contact; unrealistic expectations or demands that the child function as if he or she were less disabled; angry or depressed affect while caring for the child and in extreme cases, strong avoidance of care-giving activities in general .
If the parent is unable to resolve the loss and trauma, the unresolved state of mind with respect to attachment will be activated during many routine care-giving interactions with the disabled child, decreasing parental availability and attunement.
Moreover, each time the unresolved parent experiences further feelings of loss and distress (e.g. delays in their child meeting developmental milestones or the child's continued high dependency), grief is reactivated and, with it, the attendant risk of insensitive care-giving (Howe, 2006) .
Having in mind that research has confirmed numerous negative consequences of unresolved parental status to the child, to the parent him/herself as well as their interaction, our research is focused on parental unresolved status and the matter of its frequency in mothers of children with CP. Likewise, associations between maternal resolution status and maternal and child demographic characteristics is tested.
Our research included mothers since the role of the mother as a primary caregiver is particularly important in the child`s young age. Mothers tend to be with the sick children during relatively frequent and long lasting hospitalizations of the child, making them especially emotionally vulnerable (Goldbeck, 2001 ).
METHOD
Sample
The research included 100 mothers whose children have been diagnosed with CP, and the children's age varied from 2 to 7 years old. Research was conducted at the Institute for Child and Youth Health Care of Vojvodina in Novi Sad, at the Clinic of Child Habilitation and Rehabilitation. It was carried out during the period of October 2009 to January 2012.
The lower age limit was 2 years since the final diagnosis of CP is usually reached between the ages of 1 and 2. Conditions of inclusion in the sample were that the mother has been aware of the child's diagnosis for at least 6 months, a period in which the first grief reactions would have passed and certain changes felt since then. Tables 1 and 2 show maternal demographic characteristics. Tables 3 and 4 show child`s demographic characteristics. 
Instruments
Reaction to Diagnosis Interview (Pianta & Marvin, 1992) The RDI is highly structured, standardized interview that takes approximately 15-20 min to administer. It consists of five questions designed to elicit both content and affect regarding the mother's perception of the child's medical condition as that condition relates to the child, the parent, and the health-care system.The questions probe specifically for the mother's episodic recall of thoughts and feelings about her child's medical problem and the process leading up to the diagnosis, changes in those thoughts and feelings since the diagnosis, and her past and current thoughts regarding the causal role she and/or other people or factors may have played in her child's condition. Probes are limited to asking the parent twice for specific, episodic details when these are not forthcoming or to clarifyng a question for the parent. No more than two probes are used to elicit episodic detail for any given part of a question . Each interview is recorded and notes are being made on behavioral characteristics of the mother during the interview (i.e. body language and facial expression). The actual questions are presented in Table 5 . Reaction to Diagnosis Classification System: RDCS (Pianta & Marvin, 1993) Mothers' verbal and nonverbal responses to the RDI are coded by the interviewer and two coders. Coders are blind to each other's classifications. They listen to the recorded interview and are provided with notes on behavioral characteristics of the mothers during interviews. If they do not come to a complete agreement regarding resolution status, they will listen to interviews again until a consensus on the final classification decision is reached.
In most interviews, there are elements of both resolution and lack of resolution. The coder must determine the organizational pattern within which this particular configuration of elements best fits.
Specific verbal and/or nonverbal behavioral events in the interview are identified as elements reflecting either resolution or nonresolution.
Considering that the primary goal of this research is aimed at detection of unresolved mothers, we will refer only to signs of lack of resolution.
Lack of resolution is characterized by signs associated with grieving. These reflect an underlying strategy of attempting to change, or alter, the reality of the experience. Attention is focused on other than the cognitive and emotional realities of the diagnosis. The following indicators are definite signs of unresolved parents Pianta & Marvin, 1993) :
Cognitive distortions. These include unrealistic beliefs, denial, or pursuit of wished for realities. Cognitive distortions can be operationalized as a search for a different diagnosis in the face of contradictory evidence, a belief the child will grow out of the disability or unrealistic expectations in the face of strong evidence to the contrary.
Active search for reasons. This process involves engaging in an active search for the reasons the child has a disability. Attention to the reality of the child`s condition is displaced on the search, thus distracting the parent from attending to painful emotions.
Stuck in the past. Attention is focused on the past rather than the present in one of three ways: 1) Grieving is active and ongoing. Present tense is used when discussing the past, and the past is recalled with grief and pain. 2) Preoccupying anger is the link between the present and the past. Anger regarding the diagnosis is thematic and in the present.
3) The view of the self is transformed. There is a focus on the self as helpless, and the parent`s identity is defined by the trauma of the diagnosis.
Cut off from the experience of the diagnosis. There may be insistence on lack of memory for the experience. Incomplete versions are also present in which memory is adequate for events and details, but the emotions or emotional impact of the diagnosis is minimized.
Confusions and mental disorganization. This includes losing one`s train of thought, having difficulty seizing on an answer (i.e. oscillating between one characterization and another), and contradicting oneself.
After the main category is determined (resolved/unresolved), coders listen to the interview again and make a decision on the subcategory level. Three subcategories of resolved and six subcategories of unresolved have been identified. With regard to the purpose of this research table 6 will show only unresolved subcategories with their most important characteristics. In mothers whose resolution of child's diagnosis is unresolved, more than one third (36.6%) are classified as emotionally overwhelmed, while all the other groups are fairly equally represented. The following are brief examples of responses from the interview of an unresolved mother who is subcategorized as emotionally overwhelmed.
Excerpt
Question: What were your feelings at the time of your realization that she had a medical problem? From the response: I don't know, I don't even remember how I got home that day… it was a terrible shock… we knew that something was wrong, but for it to be CP (starts to cry) … you can imagine how terrible that is, what kind of pain… Question: Have these feelings changes over time? Response: I think the feelings have gotten stronger… (cries). It gets harder and harder as we get more and more attached to each other. Don't get me wrong, it's not that I think that her problem is that difficult, but there are all those feelings, some kind of sorrow or regret why this had to happen.
Maternal and child characteristics in relation to resolution status
There were no significant associations between maternal resolution status and maternal and child characteristics. An independent samples 2 tailed t test for maternal age in resolution status was non-significant (t=-.39, p=.69). Similar to the findings for maternal age, there was no association found between child age and maternal resolution status (t=1.62, p=.11). There was no statistical relation between resolution / nonresolution and child sex based on chi-square analyses, χ 2 (1, N=100) =1.42, p=.23. There were no significant findings for the relation of other demographic indicators with maternal resolved status.
DISCUSSION
To gain insight in mothers unresolved status with regard to the child's diagnosis, we used the Reaction to Diagnosis Interview (Pianta & Marvin, 1992 .
In the original Marvin and Pianta study involving mothers of children with CP, 53% of mothers were unresolved. Study on mothers with children with CP or epilepsy found that approximately half of the mothers were unresolved. From the total number of mothers in a group whose children had CP, 54% were unresolved, and if children had epilepsy 44% were unresolved. Likewise, in another study on mothers whose children had CP and epilepsy similar rates of nonresolution were obtained: 55% of unresolved mothers (Knight, 2001 according to Orme, 2005) .
A reasonable explanation of differences in percentages of "unresolved" may be related to the characteristics of the samples of the studies of Pianta et al. (1996) and Barnett et al. (2006) that contained different types of diagnoses (e.g. CP, epilepsy, congenital anomaly), which may be indicative for differences in the emotions that mothers experienced.
A more resent research conducted in the Netherlands on mothers whose children were exclusively diagnosed as CP, points to a significantly lower percentage of unresolved mothers, which amount to 23.5% ). As far as we know, our own research using the Reaction to Diagnosis Interview is the first one in our country, and it also shows a slightly lower percentage of unresolved mothers compared to the American sample when mothers of children with CP are concerned.
A possible explanation might be that the way people react in difficult situations may partially be determined by the norms of the specific culture in which they live or may be related to differences in perceived consequences of a diagnosis CP. Countries differ in their health care system, facilities for children with special needs, and social security.
Another explanation of differences in percentage of "unresolved", may be related to differences in accessibility to interventions and professional services between countries. In the Netherlands, a reasonable level of health care, education and income is available for all children and adults with medical condition. In the USA help appears to be more dependent on the private circumstances of the family. These differences may cause Dutch parents to experience less stress and have more confidence in the future of their child and therefore more often to be classified as "resolved" ). Although in our country basic health services are available to children with CP, their parents are generally not involved in any form of organized support or help, nor is there a procedure that, as a part of the child's psychological evaluation, includes the parents as well.
The nature and extent of the disorder is likely to determine mothers' reactions, and therefore resolution. In a sample of 74 parents and children, Barnett et al. (2006) , found that parents of two-year old toddlers with a neurological disorder (mostly CP) showed more often unresolved reactions than parents of children with a physical disfigurement such as cleft lip and/ or palate, which are usually correctable to some extent.
To this point studies show the lowest resolution percentages in mothers of children with autistic spectrum disorders (Oppenheim et al., 2009; Milhstein et al., 2010) . It is well known that autistic children have poor self regulation of emotional reactions and that their parents often lack control over their behavior (Silva et al., 2011) , and is therefore conceivable that it is a significant factor which also needs to be taken into account when considering difficulties concerning resolution. To us, working with children with CP, the fact that they react positively to routine is familiar, as well as their behavior being "relatively predictable", especially when parents engage in a consistent and supporting parenting style, all be it considerably harder to achieve in children with autistic spectrum disorders. Therefore unpredictability can become a chronic stressor interfering with resolution. Whatever the case may be, considerable differences between the rates of resolution/nonresolution in various studies raise the question of whether some childhood disorders make it more challenging for parents to become resolved (Milhstein et al., 2010) . In addition to the main classification of resolved or unresolved, the prominence of a particular strategy at a subclassification level related to the "work of resolution" can be determined, which may give insight in the psychological mechanisms involved (Rentinck et al., 2010) . In contrast to resolved mothers, the unresolved ones may have to develop fairly elaborate and heterogeneous strategies of coping with the trauma of their child's diagnosis (Sheeran et al., 1997 ). The problem is that their strategies make it impossible to attain resolution, but recognizing them can be very useful allowing the researchers to direct their therapeutic interventions appropriately (i.e. according to the difference in mother being depressed, angry, neutralized etc).
Our results show that within the group of "unresolved", the majority have "fought" their feelings and became emotionally overwhelmed. This strategy proves that mothers still feel extremely overwhelming painful emotions associated with the traumatic experience of getting to know the child's condition. Overwhelmed by their feelings, these mothers remain emotionally unavailable and insensitive to their child's distress (Howe, 2006 ).
Interestingly, research has shown that emotionally overwhelmed mothers had a number of support resources available, but failed to recognize that the support network might be able to help them. On the other hand, the Disorganized/ Confused subgroup did not appear to have a coherently distinct set of perceptions. These results support the validity of most of the subgroup classifications (Sheeran et al., 1997) . We believe that it would be beneficial to conduct interventions with emotionally overwhelmed mothers aimed at their emotional state because, in our opinion, until this difficult emotional condition is overcome, they cannot adequately perform their parental role, or function successfully on a personal level. Therapeutic work needs to be adjusted to mothers showing different subclassification patterns. This implies that specific interventions should be directed to mothers who for example show a depressed pattern of subclassification, in contrast to those who are preoccupied with anger.
Unlike our own sample, in Pianta et al. (1996) unresolved mothers are significantly more often classified as confused, while results similar to ours concerning the highest frequency of emotionally overwhelmed mothers, were obtained when studying children with autism spectrum disorders (Milhstein, 2010) .
It is also worth mentioning that a longitudinal research aimed at short term changes in parental resolution status (parents of children aged 18 months, and at a later stage aged 30 months were examined) showed that resolution status as the main category of parental reaction to the child's diagnosis remained relatively stable. In contrast, as many as 63% of parents showed changes at subclassification level within the group of resolved mothers (Rentinck et al., 2010 ). Studies were not directed at unresolved reactions, for which it is also safe to assume that they change over time and it would be very useful to investigate this issue in another longitudinal research. This finding confirms our belief that attention should also be focused on subclassification levels, primarily because appropriately designed therapeutic interventions exist.
Being unresolved can reflect negatively on the relation with health care workers because if they see parents as unrealistic, overly emotional, and markedly optimistic or confused, their cooperation itself can become compromised (Larson, 1998) . Since the unresolved status is a problem affecting both mother and the child as well as their relation, it is our opinion that after identifying them it would be necessary to include unresolved parents into an individual therapeutic program, or a combination of individual therapy and group classes. Other researchers active in this field also find individual therapy suited for unresolved mothers, especially those who are sad, depressed or angry. This is because they require more time to process information and need more opportunities to socialize with other mothers. Mothers who are unresolved should not be grouped together by themselves, but should be placed in groups with other mothers who are resolved. Resolved mothers could assist mothers who are unresolved with the process of resolution, by sharing their stories of success or offering suggestions or support (Orme, 2005) . When unresolved mothers are concerned, emotional factors are important in promoting parental adaptation and their acceptance of the child's condition. The proposed intervention emphasizes expressing negative emotions and finding adaptive ways of coping with these feelings (Barnett et al., 2003) .
This research showed that no significant association can be found between mother`s and child`s demographic characteristics and resolution. These results are consistent with the findings from the original RDI studies (Marvin & Pinata, 1996; Pianta et al., 1996) , as well as with more recent research (Kearney et al., 2011) . It would seem that maternal resolution is associated with factors that do not reflect any one lifestyle, age, marital status. Rather, resolution may have more to do with a convergence of factors that create a critical experience of stress in mothers (Kearney et al., 2011) .
Having in mind numerous negative consequences of being unresolved, it is by all means crucial that the failure to achieve resolution be promptly identified. Professionals should be aware of indicators of lack of resolution, such as persistent distress, avoidance of discussion of the diagnosis and related problems, and a continuing preoccupation with the cause or reason for the child's condition. An understanding of these issues will assist clinicians in referring parents appropriately for psychosocial support. Psychological assistance can be aimed at clarifying and modifying parental perceptions of past experiences as well as of their present situation, at strengthening parental insight into aspects of the stress process, promoting well balanced expectations regarding the child's future development, widening of parental repertoire of coping strategies etc.
A number of implications for practice are suggested by mother's responses to the interview question. Anecdotally, responses to the interview offer insight into the extent to which the process by which the health care system delivers diagnosis and feedback information to parents can be a factor that, at best, does not facilitate resolution and in some cases mitigates against it . This research opens a path for further, especially longitudinally designed research in this field. The main contribution would be widening the pool of knowledge on the population of vulnerable parents, creating appropriately designed therapeutic interventions and implementing them as an indispensable part of clinical practice.
CONCLUSIONS
Maternal nonresolution with the child's diagnosis of CP makes it hard for them to fulfill their parental role because of the difficulties they experience in sensitively responding to the child's needs. Therefore is this research aimed at identifying mothers' nonresolution and at the issue of its frequency. The research has confirmed a relatively high percentage of mothers (41%) who hadn't succeeded in emotionally and cognitively coming to terms with the diagnosis of the child's condition. Reviewing the subcategories of mothers' unresolved status we have established that the subcategory of emotionally overwhelmed is the most frequent form of expression of unresolved reactions, while all the other subcategories (angrily preoccupied, depressed, neutralizing, disorganized and with cognitive distortions) are fairly equally represented. There were no significant associations between maternal or child demographic characteristics and maternal status.
Being familiar with the parental resolution of the child's diagnosis is of great importance for clinical practice. It points to the need that when treating a child with CP, support and help be offered to their parents as well. If professionals are able to identify parents at risk for having difficulties in cognitively and emotionally coming to terms with the child's diagnosis, they might be able to provide psychotherapeutic interventions designed especially for them.
Incorporating psychological assessment of parent reactions to the diagnosis into everyday clinical care would be ideal. Reaction to Diagnosis Interview is an instrument with rather complex recording and rating systems, making it unsuitable for routine psychological evaluation of parents but can be adapted to meet the requirements of time and cost efficient clinical practice. When assessed as unresolved, parents can be offered counseling aimed at overcoming diagnosis related grief and promoting realistic expectations concerning the child's further development and future life. Such intervention programs have proven to be of great importance given the implications of nonresolution of the diagnosis for normal parent-child interactions. Resolution is a not a magic cure for CP, nor is nonresolution causing or contributing to the onset of CP, but within the boundaries set by the child's disability, parents as primary caregivers and most important people in a child's life, are responsible for shaping the relationship with their child and his/her well-being. Therefore, interventions aimed at improving parental resolution are crucial in achieving an optimized level of well being as well as a satisfying quality of life for both parents and the disabled child.
